A 31-year-old patient with symptoms suggesting acute myocardial infarction and subsequently found to have a large aneurysm of the circumflex branch of the left coronary artery is presented. This is thought to represent the first patient treated by resection and grafting of a coronary artery aneurysm by use of an interposed saphenous vein graft. The aneurysm was filled with friable blood clots, emphasizing the hazard of future embolizations. The etiology and indications for surgical resection are discussed.
I SOLATED aneurysms of the coronary artery are extremely rare, and many times the etiology is uncertain.' Aneurysmal dilatation of the coronary artery associated with a fistula between an intracardiac chamber is not uncommon and, in these instances, the aneurysm is thought to be related to the high flow through the fistula. Multiple aneurysmal dilatations of the coronary arteries are seen in patients with advanced arteriosclerotic coronary artery disease, but the clinical significance has been questioned. 23 In 1966 Bjork4 reported a patient with an intramural coronary aneurysm who had reverse flow during systole due to bulging of the thin-walled chamber into the left ventricular cavity. No communication with an intracardiac chamber was seen, and the narrow neck between the side of the coronary artery and the aneurysm was successfully closed at surgery. The present report describes the clinical history and surgical correction of a patient having two episodes compatible with myocardial infarction which were thought to have resulted from peripheral coronary embolization from an aneurysm located in the left circumflex coronary artery. Figure 4 between the ends of the circumflex coronary artery and anastomosed with continiuotus ]'he enitire aneurysmi teas excised and a reversed segTevdek sutures (fig. 4) With the increased number of patients with chest pain undergoing routine coronary arteriography, coronary artery aneurysms may be reported in greater frequency. In the past, these lesions have been mentioned rarely and were of uncertain clinical significance. Daoud and associates have emphasized that these lesions may not be as rare as previously reported." It is apparent in the present case that blood clots were present in the aneurysm and that cineangiography showed marked turbulence and swirling effect within the aneurysm. Thus, the possibility of embolization to the peripheral coronary bed would seem likely. At the time of operation, resection of the aneurysm with end-to-end interposition of a saphenous vein autograft seemed to be the preferred method of treatment. The fusiform configuration and the marked irregularities of the wall made any type of plastic procedure on the aneurysm unattractive. The techniques of end-to-end anastomosis are commonly employed for other types of vascular surgery, and the dilated proximal aspect of the coronary artery was quite similar in size to the autologous vein. The encouraging aspect of the patient's postoperative course has been the reduction in heart size compared to the films taken at the time of her two previous hospitalizations for chest pain. This suggests functional improvement of the left ventricle.
A difficult aspect of preoperative evaluation was the minimal changes seen on the electrocardiogram, which were only nondiagnostic 0.01-sec Q waves in leads II, III, and aVF. No murmurs or rubs were heard, and the heart size was only slightly enlarged radiographically. This is thought to represent the first patient reported having symptoms compatible with a myocardial infarction treated by resection and grafting of a coronary artery aneurysm. Operative resection in this condition is indicated because of the possibility of rupture or embolization to the distal coronary circulation with resultant myocardial infarction.
